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submit a new enrollment application to
reactivate its Medicare billing privi-
leges or, when deemed appropriate, at a
minimum, recertify that the enroll-
ment information currently on file
with Medicare is correct.

(2) Providers and suppliers deacti-
vated for nonsubmission of a claim are
required to recertify that the enroll-
ment information currently on file
with Medicare is correct and furnish
any missing information as appro-
priate. The provider or supplier must
meet all current Medicare require-
ments in place at the time of reactiva-
tion, and be prepared to submit a valid
Medicare claim.

(3) Reactivation of Medicare billing
privileges does not require a new cer-
tification of the provider or supplier by
the State survey agency or the estab-
lishment of a new provider agreement.

(c) Effect of deactivation. Deactivation
of Medicare billing privileges is consid-
ered an action to protect the provider
or supplier from misuse of its billing
number and to protect the Medicare
Trust Funds from unnecessary over-
payments. The deactivation of Medi-
care billing privileges does not have
any effect on a provider or supplier’s
participation agreement or any condi-
tions of participation.

§424.545 Provider and supplier appeal
rights.

(a) A provider or supplier that is de-
nied enrollment in the Medicare pro-
gram or whose Medicare enrollment
has been revoked may appeal CMS’ de-
cision in accordance with part 405, sub-
part H, for suppliers, or part 498, sub-
part A for providers, of this chapter,
which set forth the appeals process for
providers and suppliers. When revoca-
tion of billing privileges also results in
the termination of a corresponding pro-
vider agreement, the provider may ap-
peal CMS’ decision in accordance with
part 498 of this chapter with the final
decision of the appeal applying to both
the billing privileges and the provider
agreement. Payment is not made dur-
ing the appeals process. If the provider
or supplier is successful in overturning
a denial or revocation, unpaid claims
for services furnished during the over-
turned period may be resubmitted.
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(b) A provider or supplier whose bill-
ing privileges are deactivated may file
a rebuttal in accordance with §405.374
of this chapter.

(c) The provider or supplier must be
able to demonstrate that it meets the
enrollment requirements and it must
be able to make available any docu-
ments and records that support the
provisions of this regulation and the
Medicare enrollment application if re-
quested by CMS or its agents.

§424.550 Prohibitions on the sale or
transfer of billing privileges.

(a) General rule. A provider or sup-
plier is prohibited from selling its
Medicare billing number or privileges
to any individual or entity, or allowing
another individual or entity to use its
Medicare billing number.

(b) Change of ownership. In the case of
a provider undergoing a change of own-
ership in accordance with part 489, sub-
part A of this chapter, the current
owner and the prospective new owner
must complete and submit enrollment
applications before completion of the
change of ownership. If the current
owner fails to complete and submit an
enrollment application to report the
change, the current owner may be
sanctioned or penalized, even after the
date of ownership change, in accord-
ance with §424.520, §424.540, and §489.53
of this chapter. If the prospective new
owner fails to submit a new enrollment
application containing information
concerning the new owner within 30
days of the change of ownership, CMS
may deactivate the Medicare billing
number. If an incomplete enrollment
application is submitted, CMS may
also deactivate the Medicare billing
number based upon material omissions
on the submitted enrollment applica-
tion, or based on preliminary informa-
tion received or determined by CMS
that makes CMS question whether the
new owner is ultimately granted a final
transference of the provider agreement.

(c) Suppliers not covered by part 489 of
this chapter. For those suppliers not
covered by part 489 of this chapter, any
change in the ownership or control of
that supplier must be reported on the
enrollment application within 30 days
of the change as noted in §424.540(a)(2).
Generally, a change of ownership that
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also changes the tax identification
number requires the completion and
submission of a new enrollment appli-
cation from the new owner.

§424.555 Payment liability.

(a) No payment may be made for oth-
erwise Medicare covered items or serv-
ices furnished to a Medicare bene-
ficiary by suppliers of durable medical
equipment, prosthetics, orthotics, and
other supplies unless the supplier ob-
tains (and renews, as set forth in sec-
tion 1834(j) of the Act) Medicare billing
privileges.

(b) No payment may be made for oth-
erwise Medicare covered items or serv-
ices furnished to a Medicare bene-
ficiary by a provider or supplier if the
billing privileges of the provider or
supplier are deactivated, denied, or re-
voked. The Medicare beneficiary has no
financial responsibility for expenses,
and the provider or supplier must re-
fund on a timely basis to the Medicare
beneficiary any amounts collected
from the Medicare beneficiary for these
otherwise Medicare covered items or
services.

(c) If any provider or supplier fur-
nishes an otherwise Medicare covered
item or service for which payment may
not be made by reason of paragraph (b)
of this section, any expense incurred
for such otherwise Medicare covered
item or service shall be the responsi-
bility of the provider or supplier. The
provider or supplier may also be crimi-
nally liable for pursuing payments that
may not be made by reason of para-
graph (b) of this section, in accordance
with section 1128B(a)(3) of the Act.
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